Introduction
According to the World Health Organisation (WHO) the smoking habit causes 10% of adult deaths and is the second cause of preventable deaths. Although the prevalence of smokers has dropped worldwide since 1980, the number of smokers has risen markedly as the population has increased [1] . There were 10.9 million smokers in Italy in 2015 (6.3 million males, 4.6 million females, prevalence 20.8%) [2] . As the WHO indicated, anti-smoking laws are one of the most efficacious public health strategies in the fight against smoking. Laws that protect nonsmokers from passive smoking i.e. No Smoking areas, have beneficial effects on smokers and non-smokers. Italy has long been to the forefront in Europe in protecting non-smokers and with art. 51, Law No. 3 dated 16 th January 2003, otherwise known as "Safeguarding the health of non-smokers", Italy extended no-smoking areas to all indoor areas except private homes and areas that are specially reserved for smokers. Smoking was forbidden in hospitals by Law No. 584 dated 11 th November 1975. The law on "No smoking in certain places and on public transport" had established that smoking was prohibited only in some places like hospital wards, school classrooms, station waiting-rooms and other indoor spaces that were used by the public. Despite specific laws and precise regulations Italian hospitals still cannot be called smoke-free [33] . The present study aimed as assessing how the smoking habits of healthcare professionals in Umbrian hospitals changed 3 
Methods
A multi-centre, cross-section, observational study was conducted in hospitals under the management of Local Health Agency 1 (ex ASL 1) in Umbria. In March 2006, March 2011 and March 2015, healthcare professionals replied anonymously to a questionnaire that had previously been validated in an Italian National multi-centre study, published in 2010 [3] .
The questionnaire
The questionnaire included 53 open and closed questions which were divided into seven sections:
• section 1 asked about demographics with questions  on age, gender, job and Health service workplace;  • section 2 assessed what the responder knew about smoking, asking for example about diseases caused principally by smoking and the main reasons why it was worth forbidding smoking in hospitals; • section 3 assessed the healthcare professional's attitude to anti-smoking legislation and to colleagues who broke the law; • section 4 assessed the workplace by investigating whether "no smoking" notices were posted and what rooms colleagues used for smoking; • section 5 monitored smoking-related clinical activity by analysing patient-related actions; • section 6 inquired exclusively about the healthcare professionals' smoking habits; • section 7 was answered only by current smokers and asked questions about how often they smoked, attempts to stop smoking, etc. 
Statistical analysis

Discussion
The main finding of the present study was that the prevalence of smokers is higher among healthcare professionals than among the general population in Italy. In Umbria 34.53% of the population are current smokers and 24.21% are former smokers compared with an Italian national prevalence of 20.80% smokers and 12.10% exsmokers [2] . Even more remarkable is the lack of significant change over time. Many studies that analysed the smoking habit among doctors and hospital workers confirmed an approach was needed to reach the objective of eliminating smoking with health service buildings and provide greater support for professionals to stop smoking. [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] . Analysis of Umbria hospital data showed that in the past ten years the prevalence of smokers has not changed significantly (p = 0.257), remaining high in all three observation time-points. Consequently, not only has the "No Smoking" law been broken but it has had no effect on the smoking habit of healthcare professionals. One might argue, as others have, that the "No Smok-ing" law's main objective was to protect non-smokers from passive smoke because the damage it causes to the exposed population has long been known [26] . It was estimated in the USA that for every 8 smokers who die of smoking-related diseases, 1 non-smoker died of the effects of passive smoking [27] . Even though the "No Smoking" law in Italy did not impact upon the smoking habit in healthcare professionals, it did at least, in some cases, lead to a change in hospital areas that were used for smoking. In 2013 Principe R. observed that healthcare professionals had at least started smoking in open air areas and were smoking less in indoor areas. At all three observational time-points however, the present study found, as Figure 1 shows, that although fewer hospital workers were smoking in the community rooms, ward kitchens and hospital corridors, more were smoking in staff and public toilets and offices -despite the fact that 99.16% stated they understood the "No Smoking" law, 97.05% were aware of the damage passive smoking caused to health and 97.47% and 93.05%, respectively, knew that smoking was a major risk factor for cardiovascular and respiratory diseases. Since what the healthcare professionals knew about smoking-related health damage and the "No Smoking" law did not impact upon their behaviour patterns the law alone was clearly not enough to ensure smoke-free hospitals. Interestingly both univariate and multivariate analyses showed the risk of being a smoker increased in individuals who were opposed to the "No Smoking" law. Results were different for responses to penalties. In reply to the question "Do you agree with penalties for people who break the "No Smoking law?" divergent results emerged from the multivariate (adjusted OR = 0.75; 95% CI: 0.27-2.03) and univariate (OR = 2.40; 95% CI: 1.11-5.15) analyses. When estimated with other variables, the high risk of being a smoker in individuals who opposed the "No Smoking" law, and the risk of being a smoker, linked to a weak approval of sanctions, suggested that hospital staff supported the "No Smoking" law in hospitals in theory but preferred not to abide by it in their daily behaviour and not to pay a penalty for breaking the law. These data once again provided evidence that the "No Smoking" law in itself was not enough to make healthcare professionals stop smoking. The risk of being a smoker was greater among hospital staff who did not think the behaviour of healthcare pro- [29] . This implemented in to the workplaces and applied to promote health in specific contexts and to solve "life style issues" like: smoking, low physical activity, stress and high calorie income, has been called Workplace Health Promotion (WHP) [30] . A methodology that the European Network for Workplace Health Promotion contributed to demonstrate to be effective, in particular on these last risk factors [31] . In fact, WHO in 2010, confirmed this approach by the publication "Healthy workplaces, a model for action: for employers, workers, policymakers and practitioners" [32] .
Conclusions
Clearly, much remains to be done in promoting a health culture or, in this case, an anti-smoking culture among workers. At present, the main interventions have been on a legal and political basis. Little has been done on the other key aspects indicated in all models of good practice in WHP. For many years and in many countries no reference to health promotion/protection and workplace safety was found in any training courses for healthcare professionals [30] . Intervening in this area should become a priority in order to create a health promoting culture because healthcare workers, particularly doctors, are the interface with the public in anti-smoking programmes. The Ottawa Charter upholds the workplace as a source of health for the population. No significant results will be achieved unless, starting with healthcare professionals, direct workplace interventions improves behaviour patterns and makes hospitals smoke-free. Targeted strategies such as an anti-smoking centre in every hospital, short consultation service and educational courses for health service personnel may be useful. It is worth noting that only 10.74% of responders knew that an antismoking centre existed in the hospital where they were working. Although the main objective of anti-smoking centres is to combat smoking, they are also involved in health campaigns aimed at raising awareness, educating, informing and training healthcare workers and the public and so could usefully become the nerve-centre for integrating diverse strategies. In conclusion, effective results will be achieved only by the implementation of a common strategy and shared intervention programmes that are agreed by all stakeholders: employers, workers, policymakers and practitioners. A stand alone law has been shown to be inadequate to solve deep-rooted behaviour pattern.
